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HIV, AIDS and the global imagin ary
The syndrome that later received the name AIDS was first announced by a 
commu nic a tion published in the USA by the Centres for Disease Control (CDC): 
‘In the period October 1980–May 1981, 5 young men, all active homo sexu als, 
were treated for biopsy­ confirmed Pneumocystis carinii pneu mo nia [PCP]’ 
(CDC, 1981). Looking prin cip ally at the epidemi olo gical discus sion of AIDS 
within the USA, I have noted the persist ent homo sexu al isa tion of the condi tion 
and examined the spatial meta phors through which this preju dice was sustained 
(Kearns, 2016). In this chapter, I want instead to examine how AIDS has been 
concep tu al ised as an issue of global health. I will describe the geograph ical 
imagin ary of the first attempts to concep tu al ise AIDS as an issue of global health. 
I will outline some of the consequences of this global imagin ary for AIDS 
policies, both in the USA and in South Africa.
When David Stoddart (1986, 154) wrote about geography as a form of scientific 
predic tion based on obser va tions of spatial prox im ity, he claimed to be describ ing 
the geograph ical method of explor a tion. Yet explor a tion was not really like 
extend ing a jigsaw puzzle, piece by adja cent piece, but, rather, some concept of 
the overall picture, a global imagin ary, helped explorers inter pret the new data 
that they produced. I use the term ‘imagin ary’ in the sense inten ded by Jean­Paul 
Sartre when he wrote of imagin ary objects that mani fest in the ‘synthetic acts of 
conscious ness [where] there appear at times certain struc tures that we call imaging 
conscious ness’ (Sartre, 2004[1940], 7). The imagin ary object helps us make sense 
of our percep tions and in this work of imagin a tion there is a norm at ive invest­
ment. Webber remarks that, for Sartre, ‘the patterns of sali ence and signi fic ance 
in our surround ings that motiv ate our actions result partly from the ways we 
imagine the world could be’ (Webber, 2004, xxvi). Louis Althusser made a similar 
point when he sugges ted that ‘Ideology repres ents the imagin ary rela tion ship of 
indi vidu als to their real condi tions of exist ence’ (Althusser, 1971[1970], 162). A 
global imagin ary, then, may be an under stand ing of how the world is and works, 
and it can organ ise our apper cep tion of new data about the world.
In a thrill ing survey of what they call ‘the myth of contin ents’, Lewis and 
Wigen (1997) explic ate the Eurocentrism of the contin ental. The global imagin ary 
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of contin ents set up various oppos i tions between Europe and a series of others. 
Time and again, the discourse of contin ents legit im ated European colo ni al ism by 
present ing Africa as prim it ive (Mudimbé, 1988), Asia as ener vated (Said, 1978) 
and America as degen er ate (Pagden, 1982). Continental think ing is over­ determ­
ined both by envir on ment al ism and by racism: other places were under stood as 
somehow less suit able than Europe as an ecumene for progress ive civil isa tion 
(Glacken, 1967) and peoples indi gen ous to places outside Europe were thought to 
be incap able of sustained progress, even if they may once have been (Carew, 
1988a, 1988b). This contin ental imagin ary and its asso ci ated racism were central 
to the early epidemi olo gical concepts of the global impact of AIDS.
Mapping global AIDS
Very soon after the first cases among and early deaths from oppor tun istic infec­
tions of young gay men, phys i cians in the USA repor ted cases among people 
other than gay men. Within one month of its first report on PCP among young gay 
men, the CDC announced cases among hetero sexual inject ing drug users (Shilts, 
1987, 83) and, in January 1982, when it published a summary of the new epidemic 
detail ing 158 cases either of PCP or of another oppor tun istic infec tion, Kaposi’s 
Sarcoma (KS), the CDC iden ti fied 12 cases among men thought to be exclus ively 
hetero sexual (CDC, 1982a, 251). The epidemic in the USA was known to be 
diverse almost from its concep tion, and yet the earli est attempts to make sense of 
the epidemic at a global scale projec ted the space of the USA as sustain ing a 
homo sexual epidemic (Kearns, 2016). This was not simply a broad gener al isa­
tion, since separ ate epidem ics were hypo thes ised and were assigned to distinct 
global spaces.
In one of a clutch of articles in which they announced their geograph ical model 
of AIDS, research ers from the Special Program on AIDS of the World Health 
Organisation (WHO), together with colleagues from Belgium, Canada, Tanzania, 
and from the World Bank, announced that:
The avail able data on repor ted AIDS cases and HIV­1 sero preval ence 
provide a reas on able descrip tion of the current global patterns of infec tion 
and severe or fatal disease due to HIV­1 infec tion. Three distinct epidemi­
olo gic patterns of infec tion and disease can be distin guished.
(Piot et al., 1988, 574)
Epidemiological reas on ing is often spatial, infer ring process from patterns of 
preval ence, tracks of trans mis sion or clus ter ing of cases. The WHO epidemi olo­
gists iden ti fied three groups of coun tries based, they argued, on the pattern of 
AIDS (Piot et al., 1988, 577; see Figure 1.1). Pattern I coun tries had an epidemic 
where ‘[h]omosexual/bisexual men and intra ven ous drug abusers [were] the 
major affected groups’ (Piot et al., 1988, 576). Since the ‘mid­1970s or early 
1980s’ AIDS had been estab lished in the Pattern I coun tries of ‘Western Europe, 
North America, some areas in South America, Australia, [and] New Zealand’ 
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(Piot et al., 1988, 576). The Pattern 2 coun tries of ‘Africa, Caribbean, [and] some 
areas in South America’ had, from the ‘[e]arly to late 1970s’, an epidemic that 
was ‘[p]redom in antly hetero sexual’ (Piot et al., 1988, 576). In the rest of the 
world (‘Asia, the Pacific Region (minus Australia and New Zealand), the Middle 
East, Eastern Europe, and some rural areas of South America’), the epidemic had 
started a little later, the ‘[e]arly to mid­1980s’, and there was a ‘[v]ery low preval­
ance of HIV’ (Piot et al., 1988, 576). There are a number of prob lems with this 
iden ti fic a tion of distinct epidem ics in differ ent places, and in partic u lar with the 
contin ental basis of the clas si fic a tion of epidem ics.
In the first place, the data were so patchy that gener al ising to the level of indi­
vidual contin ents was a heroic under tak ing. The epidemi olo gists at the WHO 
knew that their data were incom plete, partic u larly, they believed, in the case of the 
coun tries of Africa:
Reporting of AIDS cases from Africa has in general been delayed and incom­
plete. The reasons for this include the limited access of large segments of the 
popu la tion to health care facil it ies where the diagnosis of AIDS can be estab­
lished, the low effi ciency of surveil lance systems, the general lack of facil­
it ies for the diagnosis of AIDS, and the reluct ance of some govern ments to 
offi cially acknow ledge the exist ence of AIDS until 1987.
(Piot et al., 1988, 573–574)
A great deal of effort was expen ded in cajol ing coun tries into admit ting the pres­
ence of AIDS within their borders. Once a single AIDS case had been conceded, 
Figure 1.1 Patterns of HIV­1 infec tion in the world.
Source: Piot et al. (1988).
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the WHO could follow up by asking for, and recom mend ing the form of, a 
national AIDS preven tion and treat ment strategy. As of early December 1987, the 
WHO had received noti fic a tion of AIDS in 129 of the 161 coun tries submit ting 
mortal ity reports. Thus, if similar coun tries were grouped together, the docu­
mented exper i ence of some might serve as proxy for the profile of vulner ab il ity 
unac know ledged in others. In this first decade of the epidemic, global health data 
served advocacy rather than plan ning (Ghys et al., 2006). Projecting a global 
pandemic engaged the atten tion of multi lat eral agen cies, justi fy ing expendit ure 
and inter ven tion by the WHO, and later the World Bank and other agen cies of the 
United Nations (UN).
Interpolation and excep tions
To project a global epidemic, it would help if the map had no gaps. The maps 
produced by the epidemi olo gists were based, although with signi fic ant excep­
tions, on coun tries grouped into contin ents. Thus, Asia was typi fied as having the 
Type III epidemic with low preval ence and an epidemic start ing in the mid­1980s. 
Yet, in 1988, there had been no cases at all repor ted from Afghanistan, Bangladesh, 
Bhutan, Brunei, Dar­ es­Salaam, Burma, Kampuchea, North Korea, Laos, 
Maldives, Mongolia or Vietnam, and only three each from China, Indonesia and 
Sri Lanka (Panos, 1989a). The map in the Science article of 1988 is less confid ent 
than the text, indic at ing only that for Asia, North Africa and Eastern Europe there 
was ‘Pattern 3 or unknown’ (Piot et al., 1988, 577), but in another article of the 
same year, the same region is given as ‘Pattern III’ without qual i fic a tion (Chin 
and Mann, 1988, s250). All of Western Europe was shown as having a Pattern 1 
epidemic, with predom in antly hetero sexual trans mis sion and an epidemic start ing 
in the period from the mid­1970s to the early 1980s. Cumulative data repor ted for 
September 1989 showed that in several of the coun tries of Western Europe more 
than two­ thirds of the AIDS cases repor ted had indeed been for people identi­
fy ing as homo sexual (ranging from 81 per cent in the United Kingdom down to 
67 per cent in Denmark, with the Netherlands, Finland, Iceland, Sweden, Norway, 
West Germany and Belgium falling in descend ing order between the two). 
However, in Austria, Portugal, Ireland, Malta, Spain and Italy, this group was not 
the major ity of the epidemic, making up only 16 per cent of the epidemic in Italy 
and 18 per cent in Spain (Panos, 1989b). Identifying the epidemic as primar ily 
about sexu al ity (homo sexual in Pattern I coun tries, hetero sexual in Pattern II) hid 
the vulner ab il ity of inject ing drug users (by September 1989, 66 per cent of cumu­
lat ive AIDS cases in Italy, and 62 per cent in Spain; Panos, 1989b).
In an article of 1990, Chin gave HIV infec tion rates by gender for each 
contin ent. It can only have been inter pol a tion that produced for Europe and 
Australasia precisely the same estim ated rates; one in 200 for males and one in 
1400 for females (Chin, 1990, s280). It might appear at first blush that this is no 
more than the devel op mental logic that Reubi (2015) finds in the global epidemi­
olo gical under stand ing of tobacco addic tion. However, I will suggest that this 
inter pol a tion was based on racial ised common sense about contin ents. A global 
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imagin ary of racial contin ents gave the general pattern; and the racial basis of this 
reas on ing is further indic ated by the distri bu tion of excep tions. The Americas, 
north, south and central, were shown as Pattern I, apart from a part of the Caribbean 
that included Haiti (Piot et al., 1988, 577). Paul Farmer (1992) has remarked upon 
Haiti’s status as the first black repub lic in the western hemi sphere (1804) and as 
thereby raising the ire of contem por ary white slave­ owning soci et ies, most 
notably the USA. Its status as a sort of speck of Africa in the back yard of the USA 
is a measure of the persist ent stigma attach ing to this small country (Potter, 2009). 
In 1988, there were several coun tries in the Caribbean which had yet to report 
even as many as ten cases of AIDS and the only coun tries report ing substan tial 
numbers of cases were Haiti and Puerto Rico; coin cid ent ally the places with 
perhaps the most intense inter ac tion with the USA (Panos, 1989a). At this time, 
the 5715 AIDS cases in the Caribbean (Panos, 1989a) were swamped by those 
of the USA (102,621 cases by August 1989; Panos, 1989b). Over its vast territ ory 
the cumu lat ive case preval ence in the USA was 407 cases repor ted per million 
people living in 1989, compared to 298 per million in Haiti, but 574 in Puerto 
Rico and 1345 in the Bahamas. To single out the Caribbean epidemic while 
treat ing as a single unit the contigu ous land mass of the Americas, north and 
south, follows a suggest ive racial histor ical geography.
The same logic extends to the prelim in ary mapping of Africa. Once more there 
was a very broad­ brush geography: North Africa as Pattern III and the rest of Africa 
Pattern II. But, again, there is a signi fic ant excep tion: South Africa. In an article of 
1988 this was the only country in the world shown as having a complex epidemic, 
a mix of Pattern I and Pattern II. We might ask why this one place was shown as 
having a mixed epidemic: both a hetero sexual and a homo sexual epidemic. This 
conclu sion was certainly not dictated by the data. In fact, in terms of cases repor ted, 
the AIDS epidemic in South Africa looked very like the so­ called Pattern 1 coun­
tries. As of 19 April 1988: ‘A total of 98 cases had been noti fied and broken down 
into risk categor ies . . . – the major ity of cases (81%) falling into the male homo­
sexual/bisexual category’ (Schoub et al., 1988, 153). In fact, 81 per cent was equal 
to the compar able figure for the United Kingdom, the European country with the 
highest propor tion of its cases repor ted for men iden ti fied as homo sexual.
On the face of it, it seems odd to have intro duced an excep tion for South Africa, 
high lighted as the only mixed epidemic in Africa, indeed anywhere in the 
world. The 98 cases in South Africa from an African total of 19,141 repor ted by 
31 October 1988 (Chinn and Mann, 1988, s249) hardly consti tuted a signi fic ant 
epidemi olo gical excep tion at the time. On purely numer ical grounds, it would 
have been more accur ate to say that the USA, rather than South Africa, was a mix 
of Pattern 1 and Pattern 2. It is tempt ing to conclude that South Africa was char­
ac ter ised as a combin a tion of two patterns because, like oil and water, its black 
and white people were under stood as separ ate popu la tions, and with a major ity 
black popu la tion but a minor ity white govern ment at the time the char ac ter isa tion 
as South Africa as black and hence as likely to have a Pattern 2 epidemic was as 
ques tion able as the char ac ter isa tion of the country as white and thus to be included 
with the other white coun tries as having a Pattern 1 epidemic.
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African AIDS
The racial isa tion of epidemi olo gical reas on ing is clear in the way that being 
African was construc ted as itself predis pos ing people to contract ing AIDS. An 
early commu nic a tion in The Lancet about AIDS among people of African origin 
began by listing the known risk groups for AIDS, remark ing that the condi tion 
had been found in ‘homo sexual or bisexual men, in drug addicts, in haemo phil­
i acs, and in Haitian immig rants’; but, the authors remarked: ‘To our know ledge 
there is no report of AIDS and oppor tun istic infec tions in previ ously healthy 
Black Africans with no history of homo sexu al ity or drug abuse’ (Clumeck et al., 
1983). Absent iden ti fic a tion as homo sexual, or as inject ing drug users, or haemo­
phil i acs, then, the descrip tion of AIDS among black Africans hospit al ised in 
Belgium ‘suggests that Black Africans, immig rants or not, may be another group 
predis posed to AIDS’ (Clumeck et al., 1983). Jan Zita Grover (1987) care fully 
unpicked the dangers of focus ing upon risk groups rather than risk beha viours and 
here we can see very clearly that the risk group language stig mat ised iden tit ies or, 
in this case, the occu pants of a whole contin ent, or, rather, the black inhab it ants of 
that contin ent.
This had consequences for the ways in which AIDS was thought about in some 
African coun tries produ cing, for example, a strongly racial ised under stand ing of 
AIDS in South Africa. Schoub and co­ workers described the AIDS cases among 
79 homo sexual men as ‘a Western AIDS pattern occur ring mainly in the white 
popu la tion’, whereas the cases of ‘[seven] black patients’ repres en ted ‘the begin­
nings of hetero sexu ally acquired African AIDS’ (Schoub et al., 1988, 153). The 
white men were described as Western, but the black people were African. This is 
the global imagin ary of early AIDS epidemi ology, wherein racial ised contin ents 
struc tured under stand ings about the devel op ment and expect a tions about the 
future traject ory of the epidemic. This imagin ary drew upon long­ stand ing notions 
of darkest Africa (Jarosz, 1992) but in devel op ing an idea of African AIDS, 
epidemi olo gists gave a new twist to the idea of Africa as a place where nature was 
just too strong for local culture, rein for cing a fatal istic view of Africa as natur ally 
a devel op ment basket case (Dada, 1990; Patton, 1990). AIDS became an index of 
an African fatal ity that clung both to the land and to its black people. Much the 
same may be said of the asso ci ation of AIDS with Haiti, in effect, ‘the stig mat iz­
a tion of an entire nation’ (Pape and Johnson, 1993, s345):
Stigma stains the imagin ary and informs our under stand ing of Haiti. . . . 
Perhaps stigma is paired with AIDS even more frequently than the ubiquit ous 
phrase ‘the poorest country in the Western Hemisphere’ is yoked to Haiti. As 
Elizabeth Abbott has argued, ‘AIDS stamped Haiti’s inter na tional image as 
polit ical repres sion and intense poverty never had.’
(Jean­Charles, 2011, 63, quoting Abbott, 1988, 255)
Alongside the treat ment of being African/black as a risk factor, much of the early 
epidemi ology also proposed that African AIDS was differ ent, and that African 
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AIDS included the AIDS among black Haitians. One early article, report ing on 
Uganda, sugges ted that there was infec tion with HIV (at the time called HTLV­
III and LAV) but that the clin ical expres sion in Uganda sugges ted the pres ence 
of a distinct ive disease:
The first patients were seen in 1982 and new ones are being seen with 
increas ing frequency. Most patients present with fever, an itchy macu lo pap­
u lar rash, general malaise, prolonged diarrhoea, occa sional respir at ory symp­
toms, and oral candidi asis, but the most domin ant feature is extreme wasting 
and weight loss. Hence the syndrome is known locally as slim disease.
(Serwadda et al., 1985, 849)
In Uganda they observed that ‘[s]lim disease occurs predom in antly in the 
hetero sexu ally promis cu ous popu la tion’ (Serwadda et al., 1985, 849). In the Rakai 
district, border ing Tanzania, HTLV­III was endemic with 10 per cent of adults 
tested showing sero pos it iv ity. In this region the border was crossed repeatedly 
by traders, and, from 1980, by Tanzanian soldiers. Of 15 traders tested, ten were 
posit ive: ‘These traders admit ted to both hetero sexual and homo sexual casual 
contacts. Tanzanian soldiers . . . have had frequent hetero sexual contact with the 
local popu la tion’ (Serwadda et al., 1985, 852). Many of the early cases of 
AIDS among African people were repor ted by epidemi olo gists in Europe, partic u­
larly Belgium and France which saw African patients who had either trav elled to 
Europe for treat ment or who fell ill while in Europe, as with: ‘A previ ously healthy, 
married 23­year­ old black woman [who] left Zaire for Belgium in June 1981. 
Neither she nor her husband were drug abusers. Eight days after arriv ing in Belgium 
she was hospit al ized with fever, weak ness, subcla vicu lar aden o pathy, and splen o­
meg aly’ (Offenstadt et al., 1983). She died in March 1982 after clin ical tests had 
already estab lished the collapse of her immune system in the manner diagnostic 
of AIDS.
Epidemiologists who had been working on AIDS among black African men 
treated in Belgium noted the epidemi olo gical and clin ical distinct ive ness of 
African AIDS: the sex ratio of patients was more even, and the oppor tun istic 
infec tions among cases from Africa were ‘quite similar to those repor ted among 
AIDS patients in Haiti, but [were] slightly differ ent from those in the USA’ 
(Colebunders et al., 1985, 10). Reporting on AIDS in the tropics, one early work 
by Belgian epidemi olo gists distin guished between an epidemic spread (‘un envoi 
épidémique’; Taelman and Piot, 1984, 331) of the disease in the USA on the one 
hand, and a disease that could be considered endemic in central Africa and in 
Haiti such that one might speak of these regions as hearths or at least focii of the 
disease: ‘[L]es méde cins haïtiens iden ti fi ent un foyer de SIDA en Haïti confirm ant 
ainsi l’endémicité du SIDA dans ce pays’ (ibid.). This distinc tion in epidemi olo­
gical pattern separ ated the Western from the African/Haitian diseases, suggest ing 
that the rapid spread in the first was subsequent to the earlier undetec ted estab lish­
ment of the second. Yet, neither of the works cited on AIDS in Haiti offered such 
a spec u la tion.
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One of the studies did indeed suggest that AIDS in Haiti, and among Haitians 
in the USA, had a distinct ive clin ical expres sion, prin cip ally ‘diarrhoea, fever, 
weight loss, and Candida oeso phagitis’ (Malebranche et al., 1983, 876), but the 
authors made no comment on the endem i city of AIDS in Haiti and did not propose 
that there was a differ ent type of AIDS in Haiti. On the contrary, they sugges ted 
that the gastro­ intest inal condi tions they observed were unlikely to be ‘directly 
related to the putat ive causal agent of AIDS’ but were prob ably ‘related to infec­
tious complic a tions of the under ly ing immune disorder’ (Malebranche et al., 
1983, 877). In other words, the mix of oppor tun istic infec tions varied with context, 
climatic or social, but AIDS was funda ment ally the same disease. The other study 
from Haiti cited by Taelman and Piot, rather than identi fy ing differ ences between 
Haiti and the USA, in fact under lined the simil ar it ies both in the nature of the 
disease and in the moment of its appear ance:
The first cases of Kaposi’s sarcoma and oppor tun istic infec tions in homo­
sexual men in the United States were docu mented in early 1978. We do not 
believe that AIDS was present in Haiti before 1978. This conten tion is 
suppor ted by the clin ical exper i ence of the prac ti cing patho lo gists and derma­
to lo gists in Haiti and by our inab il ity to identify earlier cases through exam­
in a tion of autopsy and biopsy records. It also seems likely that Haitians 
would have presen ted to U.S. hospit als sooner if AIDS had been occur ring in 
Haiti before 1978.
(Pape et al., 1983, 949)
In drawing a distinc tion between epidemic AIDS in the USA and endemic AIDS 
in Haiti, or in Africa, the epidemi olo gists were over­ reach ing the evid ence. There 
was a similar bias towards distin guish ing African/Haitian AIDS from US AIDS 
even in the discus sion of the sick ness among Haitian immig rants inside the USA. 
The first report from the CDC covered 34 cases, of which 30 were male, and in 
this respect very like the major ity of cases in the USA at that time. However, the 
CDC repor ted that ‘[n]one of the 23 Haitian males ques tioned repor ted homo­
sexual activ ity, and only one gave a history of IV drug abuse’ (CDC, 1982b, 
360). Rather than ques tion ing the reli ab il ity of this testi mony, the CDC made 
Haitians a distinct risk group along side homo sexu als, intra ven ous drug users and 
haemo phil i acs. This construc tion of Haitian/African AIDS had serious 
consequences, and not only for Haiti where the collapse of tourism was imme­
di ate: ‘[T]he Haitian Bureau of Tourism estim ated that tourism declined from 
75,000 visit ors in the winter of 1981–82 to under 10,000 the follow ing year’ 
(Farmer, 1992, 146).
Postcolonial AIDS
The epidemi olo gical construc tion of a distinct ively African AIDS was readily 
iden ti fied as racist by many cultural critics (Austin, 1990; Bass, 1998; Dada, 
1990; O’Malley, 1992; Patton, 1990; Treichler, 1989; Watney, 1989). A Canadian 
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journ al ist, Renée Sabatier (1988), cover ing the epidemic from a third­ world 
perspect ive, iden ti fied both the risks of the AIDS epidemic for devel op ing coun­
tries and also docu mented the racism and preju dice that informed many AIDS 
policies. In 2001, contem plat ing the provi sion of expens ive combin a tion anti ret­
ro viral (ARV) therapy in Africa, the head of the United States Agency for 
International Development was in despair. Africans, he said, ‘don’t know what 
watches and clocks are’, and thus could not be expec ted to stick to a treat ment 
regime that required time discip line in the ingest ing of medi cines (Attaran, 2007). 
AIDS was fated for Africa, both natural and untreat able. In fact, when effect ive 
ther apies were provided, compli ance among African people was found to be 
better than in North America itself (Attaran, 2007).
My argu ment thus far has been that the geograph ical imagin ary that shaped 
percep tions and repres ent a tions of AIDS in epidemi ology found it too easy to 
organ ise the world around racial ised contin ents. I have sugges ted that there was a 
policy inten tion behind inter pol a tion, with data being stretched to allow the 
concept of a global epidemic, present ing AIDS as a crisis to which every state 
must needs respond. I have also claimed that the treat ment of certain spaces as 
excep tions to the contin ental geography of AIDS under lined the essen tially racial 
basis of this geography. I have further proposed that in distin guish ing African 
from Western AIDS, epidemi olo gists often went further than the data dictated 
and certainly drew infer ences that were resisted by some scient ists from the coun­
tries that were desig nated as Pattern II, the African AIDS.
Alongside the racial ised categor ies of some global epidemi olo gical models, 
there was certainly also expli citly racist comment ary in other quar ters. The 
scientific work was some times the occa sion or excuse for sensa tion al ist and 
offens ive comment ary in the mass media (Lupton, 1994). The link between 
science and tabloid journ al ism was a common sense global imagin ary of the West. 
It has two main parts. The first is that epidemic disease is natur ally local ised in 
certain deviant groups who are thereby a risk to the ‘general popu la tion’ (Grover, 
1987). The second is that epidemic disease comes from outside the West. Of 
course, this builds on a long history from the Asiatic cholera of the 1830s (Morris, 
1976) to the Asiatic flu of 1889 to 1890, ‘the first named flu pandemic’ (Ryan, 
2008, 16). In both respects, Western common sense is anim ated by disgust in 
precisely the way Nussbaum (2004, 14) indic ates: ‘its thought­ content is typic ally 
unreas on able, embody ing magical ideas of contam in a tion, and impossible aspir a­
tions to purity, immor tal ity, and nonan im al ity.’ The black body was implic ated 
both socially and spatially in this geopol it ics of disgust, as the diseased ‘other’ 
both inside and outside the West.
This directly and indir ectly endangered black lives. With the disease incor por­
ated into the general white disgust at black bodies, it became very diffi cult for 
people of colour to acknow ledge their own vulner ab il ity. Respectable black 
opinion distanced itself from the sorts of bodies stig mat ised by racist comment ary, 
bodies that injec ted drugs or had sexual rela tions outside hetero sexual marriage 
(Cohen, 1999). Needle­ exchange schemes were repres en ted as attempts to 
promote drug use among African­Americans and on those grounds rejec ted, as 
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when New York City’s first African­American mayor closed down one such 
programme (Anderson, 1991). In a study of sex educa tion and HIV preven tion in 
the USA, Patton (1996) noted that the repres ent a tion of African­American males 
as deviant, as early and hyper­ sexu al ised, produced defeat ism, inval id at ing 
programmes that may other wise have addressed their needs. In broad terms, 
African­Americans were ill­ served by what Geary (2014, 18) describes as ‘the 
discourse of queers’; that is, by their treat ment as devi ants.
Similar diffi culties atten ded the recep tion of African AIDS discourse in the 
African coun tries them selves. In reac tion to the stig mat ising of Africa as the 
source of AIDS, and in the mid­1980s, the intro duc tion by Western coun tries of 
testing for students and other visit ors from certain African coun tries, comment­
at ors in Africa chal lenged the Western science and the Western policies. At a time 
when there were more AIDS cases repor ted from many Western than from 
African coun tries, Ochieng (1987), for example, sugges ted that if the West were 
truly concerned to limit the spread of the disease it would screen its own resid ents 
before allow ing them to travel abroad, rather than impos ing restric tions upon 
visit ors from Africa. In a compre hens ive review of all the grounds for scep ti cism, 
Chirimuuta and Chirimuuta (1987, 3) asked: ‘How is it possible that this predom­
in antly American disease has been attrib uted to the African contin ent?’ Their 
reply was unequi vocal: ‘[T]he medical “experts”, the media and the public at 
large are affected by the insi di ous and unre cog nised disease of racism’ (p. 136).
There was justi fied scep ti cism about claims that AIDS was wide spread and of 
long stand ing in Africa, and that AIDS in Africa and among people of African 
descent was very differ ent from Western AIDS. There was also justi fied anger 
that, in conclud ing so quickly that AIDS was best under stood as an African 
disease, Western scient ists and comment at ors were repeat ing the stereo types 
current during the colo nial era; that Africa was natur ally disease­ ridden, and that 
only Western tech no logy could mitig ate the impress of an unfa vour able African 
disease­ ecology. However, in react ing against the colo ni al ist construc tion of 
diseased Africa, African politi cians and scient ists ran the risk of viewing AIDS 
only as a Western projection lacking any other substance. As more African people 
became infected with the HIV virus, and later died from the oppor tun istic infec­
tions, denying the reality of AIDS became ever more danger ous, reach ing its 
apogee in the argu ments of Thabo Mbeki when, as pres id ent of South Africa, he 
took direct control of his country’s anti­HIV programmes. This new discourse on 
AIDS was an altern at ive global imagin ary and, in retain ing as an expli cit rejec­
tion the earlier colo ni al ist discourses on diseased Africa, it deserves to be called 
post co lo nial.
Mbeki’s post co lo nial concept of AIDS chal lenged the Type I/Type II global 
imagin ary. Mbeki repu di ated what he called the ‘African excep tion al ism’ that 
presen ted African people as ‘a pecu liar species of human ity’ (Mbeki, 1998a). 
This excep tion al ism, he argued, was colo ni al ist:
To perpetu ate their imper ial domin a tion over the peoples of Africa, the colon­
isers sought to enslave the African mind and to destroy the African soul. 
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They sought to oblige us to accept that as Africans we had contrib uted nothing 
to human civil iz a tion; except as beasts of burden. . . . In the end, they wanted 
us to despise ourselves, convinced that, if we were not sub­ human, we were, 
at least, not equal to the colo nial master and mistress.
(Mbeki, 1998b)
To repu di ate the neo­ colo nial hold of such ideo lo gies, African peoples must, he 
sugges ted, cultiv ate a profound autonomy:
[S]trength en ing the genuine inde pend ence of African coun tries and contin ent 
in their rela tions with the major powers and enhan cing their role in the 
determ in a tion of the global system of governance in all fields, includ ing 
polit ics, the economy, secur ity, inform a tion and intel lec tual prop erty, the 
envir on ment and science and tech no logy.
(Mbeki, 1999)
Autonomy would redress ‘the percep tion that as a contin ent we are condemned 
forever to depend on the merci ful charity which those who are kind are ready to 
put into our begging bowls’, and, in ‘a genuine liber a tion’, would put ‘an end to 
the tragic sight of the emaci ated child who dies because of hunger or is ravaged 
by curable diseases because their malnour ished bodies do not have the strength to 
resist any illness’ (Mbeki, 1998a). As Gevisser (2007) has shown, this vision of 
an African renais sance informed most aspects of Mbeki’s pres id ency (1999–
2008), includ ing its AIDS policies.
When the International AIDS Conference came to Durban in 2000, Mbeki, as 
pres id ent of South Africa, welcomed its deleg ates in a speech that reached back, 
beyond the intro duc tion of success ful anti­ retro viral ther apies in 1996, to the 
argu ments of the WHO in 1995, and quoted the opening of the report:
The world’s most ruth less killer and the greatest cause of suffer ing on earth 
is listed in the latest edition of WHO’s International Classification of 
Diseases, an A to Z of all ailments known to medical science, under the code 
Z59.5. It stands for extreme poverty.
(WHO, 1995, 1)
This code is part of Chapter 21 of the International Statistical Classification of 
Diseases and Related Health Problems (10th revi sion). This section concerns 
‘Factors influ en cing health status and contact with health services’, and supple­
ments but does not replace the clas si fic a tion of diseases. The WHO clas si fic a tion 
iden ti fies the ‘under ly ing cause of death’, the ‘precip it at ing cause’ that is 
prevent able:
The most effect ive public health object ive is to prevent the precip it at ing 
cause from oper at ing. For this purpose the under ly ing cause has been defined 
as ‘(a) the disease or injury which initi ated the morbid events leading directly 
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to death, or (b) the circum stances of the acci dent or viol ence which produced 
the fatal injury.’
(WHO, 2004, 23)
The WHO specific ally coun sels that the codes in Chapter 21 should ‘not be used 
. . . for primary mortal ity coding’ and that they are to be under stood as record ing 
‘some circum stance or problem . . . which is not in itself a current illness or injury’ 
(WHO, 2008, 1091). Metaphorically, one might see poverty as a cause of death 
and, in the wake of the bacteri olo gical revolu tion, epidemi olo gists contin ued to 
speak of the ‘predis pos ing causes’ of sick ness, with the disease organ ism concep­
tu al ised as the seed and the weak body or insa lu bri ous envir on ment under stood to 
be its recept ive soil (Warboys, 2000, 206). However, Mbeki presen ted HIV 
disease (B20–B24 in the ICD clas si fic a tion) and Extreme Poverty as altern at ive 
causes of death and in contem plat ing ‘the collapse of immune systems among 
millions of [African] people’ he concluded that with a crisis of this magnitude, 
‘we could not blame everything on a single virus’ (Mbeki, 2001[2000], 29).
In this, of course, Mbeki was drawing upon a scep ti cism about Western medi­
cine stem ming in part from the work of Ivan Illich (1974). It was also rein forced 
by a New Public Health move ment that emphas ised the social determ in ants of 
health and the neces sity for prevent ive rather than curat ive approaches to sick ness 
(Ashton and Seymour, 1988). This culmin ated in the WHO’s adop tion of a 
posit ive concep tion of health with its Ottawa Charter for Health Promotion in 
1986 where health was described as not only the absence of disease but as a state 
of ‘complete phys ical, mental and social well­ being’ (WHO, 2009, 1). Mbeki 
held to an extreme version of this perspect ive, seeing Western medi cine as both 
iatro genic and as a conspir acy to defraud non­Western coun tries.
Against the Western medi cine AZT (Azidothymidine), Mbeki, even before 
becom ing pres id ent, had cham pioned an African drug (Virodene), engin eer ing the 
removal of the people at the Medicines Control Council who considered the 
African drug inef fic a cious (Myburgh, 2009). In this respect, Mbeki drew upon 
the views of what Youde (2007) calls a ‘counter­ epistemic community’, a group 
of scient ists intensely scep tical of viral explan a tions of AIDS and suspi cious of 
the motives of other scient ists promot ing expens ive treat ments (AZT) for a condi­
tion that they had them selves defined (HIV disease). Together with others, 
includ ing Peter Mokaba, a close adviser who subsequently died of AIDS, he 
wrote a long and rambling report on AIDS for the national exec ut ive commit tee 
of the African National Congress (Kenyon, 2008). After review ing the history of 
colo nial public health policies, and the racist epidemi olo gical writ ings iden ti fied 
by Chirimuuta and Chirimuuta, the ‘disser ta tion’ (Anon., 2002, 102) argued that 
HIV was only one of the threats to African immune systems; poverty and nutri­
tion were more import ant. Furthermore, it asser ted that ‘anti­ retro viral drugs can 
neither cure AIDS nor destroy the HI virus’ (Anon., 2002, 7).
Acting on this belief, Mbeki pres sured his minis ter of health, Manto Tshabalala­
Msimang, to promote African treat ments, includ ing garlic, beet root and lemon 
juice, for boost ing immune systems (Sidley, 2000). His admin is tra tion also advoc­
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ated the trial of African phar ma ceut ic als rather than ARVs. As Nicoli Nattrass 
(2012) has argued, there were serious consequences to all this. In the first place, at 
a time when AZT was making inroads into mother­ to­child in utero trans mis sion, 
South African mothers were denied this medic a tion. Nattrass estim ated that 
300,000 lives could have been saved if such a prophy lactic measure had been insti­
tuted. The inter na tional pres sure on Mbeki was formid able. Ironically, this very 
proud African was seen by colleagues as having brought shame upon Africa, and, 
moreover, as denying South Africa access to discoun ted drugs. In December 2007, 
he was replaced as head of the ANC by Jacob Zuma whom in 2005 he 
had dismissed from the post of deputy pres id ent follow ing a corrup tion scandal 
over arms sales. In September 2008 Zuma got the earlier convic tion over turned and 
a court decided that Mbeki had brought the case against Zuma on petty polit ical 
grounds (Shange, 2016). The National Executive Committee of the ANC censured 
Mbeki who imme di ately resigned as pres id ent (Lindow, 2008). Mbeki’s post co lo­
nial reading of AIDS was directly respons ible for his losing both status and office.
A new global imagin ary
With time, the first global imagin ary of Type I/Type II coun tries was modi fied. 
Soon after the first maps (see Figure 1.1), the mixture of types was broadened out 
from South Africa, and in 1989 it was sugges ted that ‘Latin America is in evol u­
tion from Pattern I to Pattern II epidemi ology and is now clas si fied separ ately as 
Pattern I/II’ (Sato et al., 1989, s304). By 1992, many ques tioned the utility of 
includ ing Asia, Eastern Europe, North Africa and the Middle East as a Type III 
pattern, char ac ter ised only by late onset. Jonathan Mann and co­ workers concluded 
in 1992 that: ‘As useful as the patterns were for devel op ing initial under stand ing 
of differ en ti ation within the global epidemic, the WHO nomen clature of 1987 
rapidly grew out of date and needed replace ment’ (Mann et al., 1992, 17).
Not only this increas ing complex ity but also a differ ent concep tion of disease 
ecology provoked a new global imagin ary. The new concep tu al isa tion of AIDS 
owed most to Mann’s own work. In 1984, Mann was appoin ted by the CDC to 
lead a research team invest ig at ing hetero sexual AIDS in Zaire. The team he 
joined was emphas ising the ‘differ ent and import ant pattern [in central Africa] 
compared with that of AIDS in other areas’ (Piot et al., 1984, 68) and Mann was 
a co­ author of the article in Science from which Figure 1.1 was taken (Piot et al., 
1988). In 1986, Mann went to the WHO and set up the WHO’s Global Programme 
for AIDS. In his 1987 briefi ng on AIDS to the UN General Assembly, Mann 
distin guished three epidem ics. The first was of the HIV virus and this would be 
followed after some years by cases of AIDS as the immune systems of the HIV­
infec ted persons declined to the point where oppor tun istic infec tions would mani­
fest. Alongside the epidem ics of HIV and later of AIDS, Mann iden ti fied a ‘third 
epidemic, of social, cultural, economic and polit ical reac tion to AIDS, [which] is 
also world wide and is as central to the global AIDS chal lenge as the disease 
itself’ (Mann, 1987, 1). This third epidemic would be intens i fied by ‘[f]ear and 
ignor ance’ (p. 3).
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Mann was devel op ing some of the ideas of the New Public Health that Mbeki 
had also been inspired by. In stress ing the social and polit ical determ in ants of 
health, Mann was also drawing upon the success of the capab il it ies approach as a 
new paradigm in global devel op ment think ing (Nussbaum, 2011). Mann inter­
preted the idea that human rights were essen tial to human flour ish ing as also 
suggest ing that human rights were vital for the organic integ rity and longev ity. 
This sugges ted, he argued, that female educa tion was as vital to health as others 
find it essen tial to economic growth (Klasen, 2002). His new geography high­
lighted the global differ ences in the Human Development Index (Wahlberg, 2007) 
and related these to contrast ing traject or ies in the HIV/AIDS pandemic.
In this context, Mann elab or ated a broad vision of the rela tions between health 
and human rights, suggest ing that the promo tion of human rights advanced health 
and that abridging those rights endangered health (Mann et al., 1994). This human 
rights agenda struc tured the new global imagin ary of Geographic Areas of Affinity 
(GAA) that Mann developed as an altern at ive to the Type I/Type II patterns for 
describ ing the global pandemic (Mann et al., 1992). Countering HIV infec tion by 
promot ing good educa tion, by limit ing AIDS sick nesses, by remov ing the stigma 
that preven ted people from seeking treat ment, and by coun ter ing social frag ment­
a tion, by includ ing HIV­posit ive people as full and equal members of society, 
effect ive human rights should be, argued Mann, at the heart of national and global 
AIDS policies. For this reason, the GAA were defined not only on the basis of 
epidemi ology but also as incor por at ing soci etal factors such as the Human 
Development Index, the Human Freedom Index, an indic ator of gender equal ity, 
and a measure of the under ly ing rate of urban isa tion. This new global imagin ary 
was not fully accep ted at the WHO, and in partic u lar by Director General Hiroshi 
Nakajima. Frustrated by a lead er ship that conceded too much to AIDS policies 
setting collect ive protec tion against indi vidual rights, Mann resigned in 1990 
(Hilts, 1990).
This is an altern at ive global imagin ary to the racial ised concep tion of the Type 
I/Type II, and while it shares some features with Mbeki’s post co lo nial inver sion 
of racial ised geograph ies, it artic u lates some thing quite differ ent. It does not treat 
colo ni al ism and its legacies as a central feature of the epidemic. It asserts an 
inverse correl a tion between female empower ment and HIV vulner ab il ity which is 
troubled by the evid ence that intense repres sion of extramar ital sexu al ity in some 
Islamic theo cra cies, or coer cive impris on ment of gay men in Cuba, do indeed 
reduce some forms of risky beha viour, but with consequences for civil liber ties 
that should be contested on their own terms. In other words, Mann’s epidemi olo­
gical imagin ary is also ideo lo gical and empir ic ally vulner able but the full elab or­
a tion of those dimen sions will require a further and longer paper.
The polit ical sali ence of global disease imagin ar ies could not be more clear 
than in the fates of Thabo Mbeki and of Jonathan Mann. How we under stand 
disease shapes how we config ure global geopol it ics, and, just as clearly, how we 
under stand global inter de pend ence affects the way we imagine our vulner ab il ity 
to disease. Mbeki respon ded in a post co lo nial register to the racial ised read ings in 
early AIDS epidemi ology, and Mann respon ded in a liberal manner to the burden 
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of disease stigma like wise created by those racial ised read ings. Medical Geography 
is always also Geopolitics.
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